FEMALE, aged 5. Old history of chronic discharge on both sides, with cessation for some time, and recent renewal of discharge on right side. Ill for last week, with headache, vomiting, and increasing drowsiness. On admission, July 5, 1912, patient was only semi-conscious, with a very coated tongue. There was discharge in the right ear, but no local signs over the mastoid or in the neck. No squint, no neckstiffiess, reflexes normal, no Kernig or Babinski sign. Pulse irregular, 68; temperature, 970 to 98°F.; respiration, 20 per minute. Slight lateral nystagmus on deviation of the eyes to the right.
Operation (immediate): Radical mastoid, cholesteatoma; exposure of dura mater of posterior fossa, extradural suppuration. Sinus found leading through dura on inner side of lateral sinus to interior of cerebellum. Two drachms of foul pus evacuated. Tube drainage.
Lumbar puncture. Films and cultures of pus from abscess yielded pure streptococci. Lumbar puncture: Fluid sterile, 650 cells per cubic millimetre, 93 per cent. lymphocytes. Patient did well till July 13, when pulse fell to 62.
Second operation: Exploration under anaesthetic-evacuation of about a drachm of pus. Improvement followed; then re-accumulation.
Third operation (July 25): Removal of bone on outer side of sinus, and drainage of fresh collection in cerebellum; tube carried right through deep to sinus. Next day much worse, intense headache, pulse 60, respiration slow and irregular, less than 10 per minute.
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Fourth operation (July 26): Wide removal of tabular part of occipital bone and underlying dura inater. The exposed cerebellum was then boldly scooped out until the region of the abscess was widely exposed. The removed tissue was largely necrotic, and contained scattered small collections of pus. About half the lateral lobe of the cerebellum was removed in this way. Intravenous infusion was given at the end of the operation. Subsequent improvement, but a considerable hernia cerebelli developed. There was great wasting and weakness of the right limbs. At first there was a total loss of co-ordination in the right limbs, but this was gradually recovered.
Fifth operation (September 18): Large flap of scalp and periosteum was slung downwards to cover the hernia, and the bared bone was grafted. There was intense shock. Recovery after pituitrin and intravenous saline. Slow healing of exposed bone after separation of several thin sequestra. For the past twelve months. her health has been satisfactory. The hernia has slowly diminished in size and become firmer.
DISCUSSION.
Mr. WEST said he wished, to collect opinions of members as to the best way of draining brain abscess, particularly cerebellar abscess, because he failed to secure good and prolonged drainage in many of his cases. The cerebrospinal lymphocytosis was interesting. He thought 93 per cent. of lymphocytes in the cerebrospinal fluid in the brain abscess was unusual. In such cases the great proportion of cells were polymorphonuclear leucocytes. In this case lumbar puncture was made at the operation after the abscess was opened. He once showed a case at the Section in which a similar operation had been done on a temporo-sphenoidal abscess, and he thought the procedure of boldly opening up not only the cranium but the brain also, so as to expose the deep infected area in desperate cases, was a justifiable and good course. In two of his cases he was at his wits' ends as to what to do and they both got perfectly well. Although both were deprived of a considerable quantity of brain tissue they did not suffer much obvious disadvantage. The present child had now got less than one-third of the right lateral lobe of the cerebellum, and most of that was underneath the flap.
Dr. H. J. DAVIS said he had not yet definitely made up his mind as to what was the best way to drain these brain abscesses; the indication seemed to vary with each case. He was not decided either as to whether always to remove the dura mater over the abscess after it had been opened. If the dura mater were stripped over the entire area he thought the patient was more likely to die from meningitis. He had a case now which he had been treating for the last ten days, and he was certain the girl would not have lived if lhe had denuded the whole area of exposed brain. HaImorrhage and necrosis were always liable to occur, if this was done, with subsequent sloughing. In Mr. West's case an extraordinary amount of brain tissue had been removed. Three years ago he had exhibited a case at the Society, in a child who had much protruding brain substance and who used to put her hand under the bandage into the-wound and pull out pieces of brain tissue and put them into her mouth. She now was going about with a pulsating cranial tumour, and was aged 15, rather bad tempered but othervwise well. He was sure the proper material for drainage was gauze, or tubes covered with gauze, in which case it was the gauze which was efficacious. Tubes became blocked with debris and were no longer tubes.
Mr. MUECKE said this case bore out the experience which had been gained in Mr. Tod's clinic at the London Hospital, especially in regard to cerebellar abscess. One generally found the cerebellar abscess by exploring the track through which the infection occurred, striking the cerebellar abscess in front of and to the inner side of the sinus. In every case, in which they had left the drains inside the sinus, it had not been satisfactory. The bone was taken away from behind the sinus and the abscess opened from behind with a very free wide opening. The tube had been found to be a great trouble. One of the most satisfactory things adopted lately, at the suggestion of Mr. Tod, was the use of an ordinary silver tracheotomy tube tied firmly in, the inner tube being removed for cleaning. The result of this had been excellent.
Mr. WESTMACOTT said that in children witb cerebellar abscess the best results in his experience were obtained by putting in a double rubber tube, one inside the other, or two tubes side by side, and leaving them in until the discharge ceased, without disturbing them at all. The inner tube could be removed or cleared out with a probe without disturbing the outer one. Sometimes when a single tube was taken out to clean it and then replaced the patient soon afterwards developed a temperature and died. It was difficult to get a tube back into the abscess properly and fresh brain tissue might be damaged in the attempt and encephalitis result. He did not syringe out the abscess, but frequently dropped peroxide of hydrogen into the tube at the time of dressing.
Mr. SYDNEY SCOTT said one was struck by the frequency with which the lateral sinus was thrombosed, not necessarily with an infective thrombosis, but certainly by a plastic one. He asked whether this lateral sinus was thrombosed. He was coming to the conclusion that in a case of cerebellar abscess which was not doing well, it was right to open the cerebellar fossa, behind as well as mesial to the lateral sinus, and one could often go right across the sinus without difficulty when the vessel was thrombosed. The cases to which Mr. Scott referred were not associated with the clinical signs usually met with in infective thrombosis.
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Mr. WEST replied that the sinus was not thrombosed, but ultimately it was included in the area of the dura mater removed. He was interested in the suggestion to use a tracheotomy tube or a straight tube with a jacket. He was not bringing this case forward to illustrate a routine method of treating cerebellar abscess. But in this case he had done everything he knew; he had opened it in front, and behind, and across the sinus, and the patient was at death's door because of the diffuse burrowing suppuration in the cerebellum. Under such circumstances only he thought it was wise to do what he haddone; he would not in the ordinary way disturb the adhesion of the dura mater to the brain. In such desperate cases it was only when one exposed deeply the infected area that one had a chance. Hierpes zoster of the auricle and mastoid process.
Case of Herpes

